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W E L C O M E  L E T T E R  F R O M  T H E  A S S O C I A T E  A D M I N I S T R A T O R

Dear Health Center Program Participant: 

On behalf of the Health Resources and Services Administration, thank you for your service and your support 
of the Health Center Program. 

Your work makes a significant impact on the nation’s health as you deliver care to our most vulnerable 
populations, including individuals experiencing homelessness, agricultural workers, veterans, and residents 
of public housing. Through new and ongoing investments, an increasing number of health centers are able 
to deliver oral health, mental health, substance abuse services, vision services, enabling services, upgrade 
facilities, and utilize health information technology, which increases access to affordable, quality health care 
and improves the health of our communities. 

In response to the growing need for primary health care services, in 2016 the Health Center Program served 
nearly 26 million people through nearly 1,400 health centers operating approximately 10,400 service delivery 
sites in every U.S. state, the District of Columbia, Puerto Rico, the Virgin Islands, and the Pacific Basin. In 
addition, 91% of health centers met or exceeded at least one Healthy People 2020 goal. 

The data we receive through the Uniform Data System (UDS) is vital to understanding health centers’ impact 
in expanding access, addressing health disparities, improving quality, and reducing the costs of health care. 
In response to your feedback through our satisfaction surveys, we have updated the 2017 UDS Manual to 
better align with national measures and reporting standards, and have included new appendices to more 
fully capture the changing landscape of health care delivery, as outlined in the Program Assistance Letter 
2017-02. Changes include the clinical quality measures in Tables 6B and 7, which were revised to align with 
the Centers for Medicare & Medicaid Services electronic-specified Clinical Quality Measures (e-CQMs) and a 
new Appendix E to incorporate new information on telehealth use. 

We are also modernizing the UDS reporting process to increase data standardization across national 
programs, reduce reporting burden, increase data quality, and expand data use to improve clinical care and 
operations as a result of the feedback you provided. You can read more about UDS modernization at https://
bphc.hrsa.gov/datareporting/reporting/udsmodernization.html

 
. Your continued feedback on both the manual 

and on the modernization efforts is critical to further advancing the Health Center Program. 

I would like to extend my gratitude once again for your support of the Health Center Program. Your work on 
the frontlines of health care delivery is critical to the communities you serve and the health of the Nation. 

Sincerely, 

Jim Macrae 
Associate Administrator, Bureau of Primary Health Care 

https://bphc.hrsa.gov/datareporting/pdf/pal201702.pdf
https://bphc.hrsa.gov/datareporting/reporting/udsmodernization.html
https://bphc.hrsa.gov/datareporting/pdf/pal201702.pdf
https://bphc.hrsa.gov/datareporting/reporting/udsmodernization.html
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5600 Fishers Lane, Room 16W29, Rockville, Maryland 20857 

mailto:udshelp330@bphcdata.net
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This manual describes the annual Uniform 
Data System (UDS) reporting requirements 
for all health centers that receive federal 
award funds (“grantees”) under the Health 

Center Program authorized by section 330 of the 
Public Health Service (PHS) Act (42 U.S.C. 254b) 
(“section 330”), as amended (including sections 
330(e), (g), (h), and (i)), as well as Health Center 
Program look-alikes (“look-alikes”). Look-alikes do 
not receive federal funding under section 330 of 
the PHS Act. However, they must meet the Health 
Center Program requirements for designation 
under the program (42 U.S.C. 1395x(aa)(4)(A)(ii) 
and 42 U.S.C. 1396d(l)(2)(B)(ii)). Certain health 
centers funded under the Health Resources and 
Service Administration’s (HRSAs) Bureau of Health 
Workforce (BHW) also are required to complete 
annual UDS reporting.  

In addition to detailed instructions, certain 
frequently asked questions are included. The 
instructions highlight changes to the tables that 
have been implemented for the current year. The 
Program Assistance Letter (PAL) 2017-02 provides an 
overview of changes that apply to the calendar year 
2017 UDS report due February 15, 2018. There are 
eight appendices included: 

• A list of personnel by category and identification
of personnel by job title who may be able to
produce countable “visits” for the UDS;

• Frequently asked questions (FAQs) by table;

• Information about addressing specific issues that
affect multiple tables;

• Sampling methods for selecting patient charts for
clinical reviews;

Introduction 

• Reporting instructions for the Health Center
Health Information Technology (HIT) Capabilities
and Quality Recognition form;

• Reporting instructions for the Other Data
Elements form;

• A list of resources to assist health centers; and

• A glossary of terms.

About the UDS 
The UDS is a standard data set that is reported 
annually and provides consistent information 
about health centers. It is a core set of information, 
including patient demographics, services provided, 
clinical processes and results, patients’ use of 
services, costs, and revenues that document how 
health centers perform. HRSA routinely reports 
these data and related analyses, making them 
available to health centers in HRSA’s Electronic 
Handbook (EHB) and to the public through HRSA’s 
Bureau of Primary Health Care (BPHC) website at 
http://bphc.hrsa.gov/datareporting/index.html. 

http://bphc.hrsa.gov/datareporting/index.html
http://uscode.house.gov/view.xhtml?edition=prelim&req=42+usc+254b&f=treesort&fq=true&num=20&hl=true
http://bphc.hrsa.gov/datareporting/index.html
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A few health centers may have “dual status” by 
having both Health Center Program grantee sites 
and look-alike sites (or Health Center Program 
grantee sites and BHW sites). Dual status occurs 
when a health center receives Health Center 
Program grant funding for sites in the grant’s 
approved scope of project and, at the same time, 
runs at least one other site under the scope of 
project of a look-alike (or BHW) designation. These 
sites must have separate scopes of project. These 
“dual status” health centers will complete both 
a grantee UDS Report and a look-alike (or BHW) 
UDS Report, covering the approved scope of each 
separately. Health centers should not use grant 
funds for sites and services included in the look-
alike (or BHW) scope of project. However, health 
centers may allocate some costs — especially of 
corporate executives and other non-clinical support 
staff, their space, etc. — across the two reports. 
Patients who receive services at both grantee 
and look-alike (or BHW) sites may appear in both 
reports. 

Note: In this document, unless otherwise noted, 
the term “health center” refers to organizations that 
receive grants under the Health Center Program as 
authorized under section 330 of the Public Health 
Service Act, look-alike organizations which are 
recognized by BPHC as meeting all the Health 
Center Program requirements but do not receive 
Health Center Program grants, and primary care 
clinics funded under the BHW that receive funding 
through other HRSA programs. 
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What to Submit 
The UDS includes 12 tables and two appendices 
designed to yield consistent demographic, clinical, 
operational, and financial data. Health centers must 
complete each: 

• ZIP Codes: Patients served reported by ZIP code 
and by primary third-party medical insurance 
source, if any 

• Table 3A: Patients by age and by sex assigned at 
birth 

• Table 3B: Patients by race, Hispanic/Latino 
ethnicity, language barriers, sexual orientation, 
and gender identity 

• Table 4: Patients by income (by percentage of the 
federal poverty guidelines) and primary third-
party medical insurance source; the number of 
“special population” patients receiving services; 
and managed care enrollment, if any 

• Table 5: The annualized full-time equivalent (FTE) 
of program staff by position; visits by provider 
type; and patients by service type 

• Table 5A: Tenure for selected health center staff 

• Table 6A: Visits and patients for selected medical, 
mental health, substance abuse, vision, and dental 
diagnoses and services 

• Table 6B: Clinical quality of care measures 

• Table 7: Health outcome measures by race and 
ethnicity 

• Table 8A: Direct and indirect expenses by service 
categories 

General Instructions 

• Table 9D: Full charges, collections, and allowances 
by payer type as well as sliding discounts and 
patient debt written off 

• Table 9E: Other, non-patient service income 

• Health Information Technology (HIT) Capabilities 
and Quality Recognition: Quality recognition and 
HIT capabilities, including the use of electronic 
health record (EHR) information 

• Other Data Elements: Telehealth, medication-
assisted treatment, and outreach and enrollment 
assists 

Note: Look-alikes and BHW primary care clinics 
are to follow the same reporting requirements 
provided in this manual for Health Center 
Program funded grantees. Sometimes, the 
reporting cell details for special populations 
and receipt of a BPHC grant will be visible, but 
gray areas will show where look-alikes and BHW 
primary care clinics do not enter data. 

What to File 
The UDS includes two parts that health centers 
submit through the EHB: 

• The Universal Report that all health centers use. 
The Universal Report consists of each of the UDS 
tables, the HIT form, and the other data elements 
form, and provides data on patients, services, 
staffing, and financing for the entire scope of 
services included in the grant or designation. It 
is the source of unduplicated health center data 
for the reporting year within the scope of project 
supported by the grant/designation. If your health 
center brings services or sites into scope during 
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the calendar year, you must include data for the 
full year, not just for the period after the date of 
the scope change. 

• Health Center Program grantees that receive
section 330 grants under multiple program
funding authorities (i.e., sections 330(g), (h), and/
or (i)) complete one or more Grant Reports. Only
Health Center Program grantees with multiple
funding authorities complete Grant Reports. The
Grant Report consists of one or more additional
copies of Tables 3A, 3B, 4, 6A, and part of Table 5.
The Grant Reports provide data comparable to
the Universal Report, but only for that portion
of the program that falls within the scope of
a project funded under a particular funding
authority. HRSA requires separate Grant Reports
for each funding authority when grantees receive
grant support under the Migrant Health Center
(330(g)) program, Health Care for the Homeless
(330(h)) program, and/or Public Housing Primary
Care (330(i)) program, unless a grantee receives
funding under only one of these program
authorities. Grantees do not file a Grant Report
for the scope of project supported under the
Community Health Center (330(e)) program.

Health center patients can receive services through 
more than one BPHC funding authority, but 
health centers do not report all grants separately. 
Therefore, totaling numbers from a health center’s 
Grant Reports will not produce a valid total. The 
number of patients in Grant Reports will not equal 
the total on the Universal Report. All patients 
reported on a Grant Report also appear in the 
Universal Report. Consequently, no cell in a Grant 
Report has a number larger than the same cell in 
the Universal Report. Report patients only once per 
section in each report filed. 

Report all the data for a patient who receives 
services under sections 330(g), (h), or (i) funding 
authority in the proper Grant Report. For example, 
if a homeless patient receives medical services in 

the homeless medical van, and all dental services 
at the clinic, their dental services and diagnoses go 
on Tables 5 and 6A regardless of the dental funding 
source. 

Health centers that receive funds under only 
one BPHC funding authority complete only the 
Universal Report, not Grant Reports. Health 
centers funded through multiple BPHC funding 
authorities complete a Universal Report for the 
combined projects and a separate Grant Report 
for each Migrant, Homeless, or Public Housing 
program grant. Examples include: 

• A Community Health Center (CHC) grantee
(section 330(e)) that also has Health Care for
the Homeless (HCH) funding (section 330(h))
completes a Universal Report and a Homeless
Grant Report, but does not complete a Grant
Report for the CHC funding.

• A CHC grantee (section 330(e)) that also has
Migrant Health Center (MHC) (section 330(g))
and HCH (section 330(h)) funding completes a
Universal Report, a Grant Report for the Homeless
program, and a Grant Report for the Migrant
program.

• An HCH grantee (section 330(h)) that also receives
Public Housing Primary Care (PHPC) (section
330(i)) funding completes a Universal Report and
two Grant Reports—one for Homeless and one
for Public Housing.

• An HCH grantee (section 330(h)) that receives
no other Health Center Program funding will file
only a Universal Report, and will not file a Grant
Report.

Note: The EHB reporting system will automatically 
identify required reports and required sections 
within reports.  Please tell BPHC about any errors 
by contacting the UDS Support Center at 866-UDS-
HELP or udshelp330@bphcdata.net. 

mailto:udshelp330@bphcdata.net


R E P O R T I N G  I N S T R U C T I O N S  F O R  2 0 1 7  H E A LT H  C E N T E R  D A T A

Bureau of Primary Health Care – 2017 UDS MANUAL  15             

 

 

Tables Shown in Each Report 
The table below shows which tables and data appear in the Universal Report and Grant Reports. 

Table Data Reported Universal Report Grant Reports 

Service Area 

ZIP Code Table Patients by ZIP Code X 

Patient Profile 

Table 3A Patients by Age and by Sex Assigned at Birth X X 
Table 3B Demographic Characteristics X X 
Table 4 Selected Patient Characteristics X X 

Staffing and Utilization 

Table 5 Staffing and Utilization X <partial> 

Table 5A Tenure for Health Center Staff X 

Clinical 

Table 6A Selected Diagnoses and Services Rendered X X 
Table 6B Quality of Care Measures X 
Table 7 Health Outcomes and Disparities X 

Financial 

Table 8A Financial Costs X 
Table 9D Patient-related Revenue X 
Table 9E Other Revenue X 

Other Form 

HIT Form 
Health Information Technology (HIT) 
Capabilities and Quality Recognition 

X 

Other Form Other Data Elements X 
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Table Patients by ZIP Code 
Reporting Period: January 1, 2017, through December 31, 2017 

ZIP Code 
(a) 

None/Uninsured 
(b) 

Medicaid / 
CHIP / Other 

Public 
(c) 

Medicare 
(d) 

Private 
(e) 

Total 
Patients (f) 

[Blank for 
demonstration] 

[Blank for 
demonstration] 

[Blank for 
demonstration] 

[Blank for 
demonstration] 

[Blank for 
demonstration] 

[Blank for 
demonstration] 

[Blank for 
demonstration] 

[Blank for 
demonstration] 

Other ZIP Codes 
[Blank for 
demonstration] 

Unknown Residence 
[Blank for 
demonstration] 

Total 
[Blank for 
demonstration] 

Note: This is a representation of the form. The actual online input process looks significantly different, and 
the printed output from EHB may be modified. 
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Instructions for Tables 3A and 3B 

Tables 3A and 3B provide demographic data on patients who accessed services during the calendar year. 
This information is to be collected from patients at least once a year as part of the patient registration or 
intake process. 

Table 3A: Patients by Age and by Sex Assigned at Birth 

Report the number of patients by appropriate 
categories for age and sex assigned at birth: 

• Use the individual’s age on June 30 of the
reporting period.

• Report patients according to their sex at birth or
sex reported on a birth certificate. In states that
permit this to be changed, the birth certificate sex
may still be used.

• Note that on the non-prenatal and non-childhood
immunization portions of Tables 6B and 7, age is
defined as age as of January 1. Thus, the numbers
on Table 3A will not be the same as those on
Tables 6B and 7 even if all the patients at a health
center were medical patients, though they will
usually be similar.
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Table 3B: Demographic Characteristics 

Report the number of patients by race, ethnicity, 
language, sexual orientation, and gender identity. 

Patients by Hispanic or Latino Ethnicity 
and Race (Lines 1-8) 
Table 3B displays the race and ethnicity of the 
patient population in a matrix format. This permits 
the reporting of the racial identification of all 
patients, including those who identify with the 
Hispanic/Latino population. 

Hispanic or Latino Ethnicity 
Table 3B collects information on whether or not 
patients consider themselves to be of Hispanic/ 
Latino ethnicity regardless of their race. 

• Column A (Hispanic/Latino): Report the number
of persons of Cuban, Mexican, Puerto Rican,
South or Central American, or other Spanish
culture or origin, broken down by their racial
identification. Include those Hispanics/Latinos
born in the United States. Do not count persons
from Portugal, Brazil, or Haiti whose ethnicity is
not tied to the Spanish language.

• Column B (Non-Hispanic/Latino): Report the
number of all other patients except those for
whom there are neither racial nor Hispanic/
Latino ethnicity data. If a patient has chosen a race
(described below) but has not made a selection
for the Hispanic /non-Hispanic question, presume
that the patient is non-Hispanic/Latino.

• Column C (Unreported/Refused to Report): Only
one cell is available in this column. Report on
Line 7, Column C only those patients who left the
entire race and Hispanic/Latino ethnicity part of
the intake form blank.

• Patients who self-report as Hispanic/Latino but do
not separately select a race must be reported on
Line 7, Column A as Hispanic/Latino whose race is
unreported or refused to report. Health centers
may not default these patients to “White,”“Native
American,”“more than one race,” or any other
category.

Race 
All patients must be classified in one of the racial 
categories (including a category for patients with 
race “Unreported/Refused to Report” and Hispanic 
or Latino patients). 

• Presume patients who self-report race, but do
not separately indicate if they are Hispanic or
Latino are non-Hispanic/Latino and report on the
appropriate race line in Column B.

• Patients sometimes categorized as “Asian/Other
Pacific Islander” in other systems are divided on
the UDS into three separate categories:

◦ Line 1, Asian: Persons having origins in 
any of the original peoples of the Far East, 
Southeast Asia, or the Indian subcontinent 
including, for example, Cambodia, China, 
India, Japan, Korea, Malaysia, Pakistan, the 
Philippine Islands, Indonesia, Thailand, or 
Vietnam 

◦ Line 2a, Native Hawaiian: Persons having 
origins to any of the original peoples of 
Hawai’i 

◦ Line 2b, Other Pacific Islander: Persons 
having origins in any of the original peoples 
of Guam, Samoa, Tonga, Palau, Chuuk, Yap, 
Saipan, Kosrae, Ebeye, Pohnpei or other 

https://www.census.gov/topics/population/hispanic-origin/about.html
https://www.census.gov/topics/population/race/about.html
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Pacific Islands in Micronesia, Melanesia, or 
Polynesia 

• Line 4, American Indian/Alaska Native: Persons
who trace their origins to any of the original
peoples of North and South America (including
Central America) and who maintain Tribal
affiliation or community attachment.

• Line 6, More than one race: “More than one race”
should not appear as a selection option on your
intake form. Use this line only if your system
captures multiple races (but not a race and an
ethnicity) and the patient has chosen two or more
races. This is usually done with an intake form that
lists the races and tells the patient to “check one
or more” or “check all that apply.”

◦ Do not use “more than one race” for 
Hispanics/Latinos who do not check a 
separate race. Report on Line 7 (Unreported/ 
Refused to Report), as noted above. 

Note: Report race and ethnicity for all patients. 
Some health centers’ patient registration 
systems were originally configured to capture 
data for patients who were asked to report race 
or ethnicity. Health centers that are unable to 
distinguish a White Hispanic/Latino patient from 
a Black Hispanic/Latino patient (because their 
system only asks patients if they are White, Black, 
or Hispanic/Latino), are instructed to report these 
Hispanic/Latino patients on Line 7, Column A, 
as “unreported” race, but to include them in the 
count of those with Hispanic or Latino ethnicity. 
Health centers must take steps to enhance their 
registration system to permit the capture and 
reporting of these data in the future. 

Linguistic Barriers to Care (Line 12) 
This section of Table 3B identifies the patients who 
have linguistic barriers to care. 

Report on Line 12 the number of patients who 
are best served in a language other than English, 
including those who are best served in sign 
language. 

• Include those patients who were served in a
second language by a bilingual provider and those
who may have brought their own interpreter.

• Include patients residing in areas where a
language other than English is the dominant
language, such as Puerto Rico or the Pacific
Islands.

Note: Data reported on Line 12, Patients Served in 
a Language other than English, may be estimated 
if the health center does not maintain actual data 
in its Health Information Technology (HIT). If 
an estimate is required, the estimate should be 
based on a sample where possible. This is the 
only place on the UDS where an estimate is 
accepted. 

Patients by Sexual Orientation (Lines 13 
– 19)
Sexual orientation is how a person describes 
their emotional and sexual attraction to others.  
Collecting sexual orientation data is an important 
part of identifying and reducing health disparities 
and promoting culturally competent care in 
health centers. This section helps to characterize 
the lesbian, gay, bisexual, transgender (LGBT) 
population served by health centers. 
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Health centers are encouraged to establish routine 
data collection systems to support patient-centered, 
high-quality care for LGBT individuals. As with all 
demographic data, this information is generally 
self-reported by patients or their caregivers if the 
patient cannot answer the questions themselves. 
Collection of sexual orientation data from 
patients less than 18 years of age is not mandated. 
Furthermore, patients have the choice not to 
disclose their sexual orientation. In the event that 
sexual orientation information is not available, 
the patient is to be reported on Table 3B as “don’t 
know” on Line 17. The following descriptions may 
assist with data collection, but it is important to 
note that terminology is evolving and patients may 
change how they identify themselves over time. 

• Line 13 – Lesbian or Gay: Report patients who are
emotionally and sexually attracted to people of
their own gender.

• Line 14 – Straight (not lesbian or gay): Report
patients who are emotionally and sexually
attracted to people of the opposite gender.

• Line 15 – Bisexual: Report patients who are
emotionally and sexually attracted to people of
their own gender and people of other genders.

• Line 16 – Something else: Report patients who are
emotionally and sexually attracted to people of
another sexual orientation other than the three
categories described above. Include patients
who identify themselves as queer, asexual, or
pansexual.

• Line 17 – Don’t know: Report patients who
self-report that they do not know what their
sexual orientation is. Include patients where
the health center does not know the patient’s
sexual orientation (i.e., health center did not have
systems in place to routinely ask about sexual
orientation).

• Line 18 – Chose not to disclose: Report patients

who chose not to disclose their sexual 
orientation. 

• Line 19 – Total Patients: Sum of Lines 13 + 14 + 15 +
16 + 17 + 18

Patients by Gender Identity (Lines 20 – 
26) 
Gender identity is a person’s internal sense of 
their gender. A person may be a male, female, a 
combination of male and female, or of another 
gender. Collecting gender identity data is an 
important part of identifying and reducing health 
disparities and promoting culturally competent care 
in health centers. This section helps to characterize 
the LGBT population served by health centers. Note 
that the gender identity reported on Table 3B is the 
patient’s current gender identity and a patient’s sex 
assigned at birth is reported on Table 3A. 

As with all demographic data, this information is 
generally self-reported by patients or their care-
givers if the patient cannot answer the questions 
themselves. Collection of gender identity data from 
patients less than 18 years of age is not mandated. 
Furthermore, patients have the choice not to 
disclose their gender identity. In the event that 
gender identity information is not available, the 
patient is to be reported on Table 3B as “other” on 
Line 24. Do not use sex assigned at birth to identify 
the gender of patients. The following descriptions 
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may assist with data collection, but it is important to 
note that terminology is evolving and patients may 
change how they identify themselves over time. 

• Line 20 – Male: Report patients who identify
themselves as a man/male.

• Line 21 – Female: Report patients who identify
themselves as a woman/female.

• Line 22 – Transgender Male / Female-to-Male:
Report transgender patients who describe their
gender identity as man/male. (Some may just use
the term man.)

• Line 23 – Transgender Female / Male-to-Female:
Report transgender patients who describe their
gender identity as woman/female. (Some may just
use the term woman.)

• Line 24 – Other: Report patients who do not think
that one of the four categories above adequately
describes them. Include patients who identify
themselves as genderqueer or non-binary. In
addition, report patients where the health center
does not know the patient’s gender identity (i.e.,
health center did not have systems in place to
routinely ask about gender identity).

• Line 25 –Chose not to disclose: Report patients
who chose not to disclose their gender.

• Line 26 – Total Patients: Sum of Lines 20 + 21 + 22 +
23 + 24 + 25

Additional information is available to clarify 
reporting. View FAQs for Tables 3A and 3B. 
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Table 3A: Patients by Age and by Sex Assigned at Birth 
Reporting Period: January 1, 2017, through December 31, 2017 

Line Age Groups 
Male Patients 

(a) 
Female Patients 

(b) 
1 Under age 1 
2 Age 1 
3 Age 2 
4 Age 3 
5 Age 4 
6 Age 5 
7 Age 6 
8 Age 7 
9 Age 8 
10 Age 9 
11 Age 10 
12 Age 11 
13 Age 12 
14 Age 13 
15 Age 14 
16 Age 15 
17 Age 16 
18 Age 17 
19 Age 18 
20 Age 19 
21 Age 20 
22 Age 21 
23 Age 22 
24 Age 23 
25 Age 24 
26 Ages 25–29 
27 Ages 30–34 
28 Ages 35–39 
29 Ages 40–44 
30 Ages 45–49 
31 Ages 50–54 
32 Ages 55–59 
33 Ages 60–64 
34 Ages 65–69 
35 Ages 70–74 
36 Ages 75–79 
37 Ages 80–84 
38 Age 85 and over 

39 
Total Patients 

(Sum Lines 1–38) 
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Line Patients by Sexual Orientation 
Number 

(a) 
Line Patients by Gender Identity 

Number 
(a) 

13. Lesbian or Gay 20. Male 

14. Straight (not lesbian or gay) 21. Female 

15. Bisexual 22. Transgender Male/ Female-to-Male 

16. Something else 23. Transgender Female/ Male-to-Female 

17. Don’t know 24. Other 

18. Chose not to disclose 25. Chose not to disclose 

19. 
Total Patients  
(Sum Lines 13 to 18) 

26. 
Total Patients  
(Sum Lines 20 to 25) 

Table 3B: Demographic Characteristics 
Reporting Period: January 1, 2017, through December 31, 2017 

Patients by Hispanic or Latino Ethnicity 

Line Patients By Race 
Hispanic/ Latino 

(a) 

Non-Hispanic/ 
Latino 

(b) 

Unreported/ 
Refused to 

Report Ethnicity 
(c) 

Total 
(d) 

(Sum Columns 
a+b+c) 

1. Asian 

2a. Native Hawaiian 

2b. Other Pacific Islander 

2. 
Total Native Hawaiian/Other 
Pacific Islander 
(Sum Lines 2a + 2b) 

3. Black/African American 

4. American Indian/Alaska Native 

5. White 

6. More than one race 

7. 
Unreported/Refused to report 
race 

8. 
Total Patients 
(Sum Lines 1+2 + 3 to 7) 

Line Patients by Language 
Number 

(a) 

12. Patients Best Served in a Language Other Than English <blank for demonstration> 
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Instructions for Table 4: Selected Patient 
Characteristics 

Table 4 provides descriptive data on selected 
characteristics of health center patients. 

Income as a Percent of Poverty 
Guideline, Lines 1-6 
Collect income data on all patients once during the 
year. The report should include the most current 
information available. 

• Family income is used. Children will always be
classified in terms of their parent’s income, except
for minor-consent services.

• Report “unknown” income on Line 5 for patients
when the information was not collected within a
year of their last visit.

• Do not attempt to allocate patients with unknown
income. Do not classify a patient who is homeless,
is a migratory agricultural worker, or is on
Medicaid as having income below the poverty
guideline.

• Self-declaration of income from patients who are
unable to document their income is acceptable,
as long as it is consistent with Board-approved
policies and procedures. This is particularly
important for those patients whose wages are
paid in cash who have no other means of proving
their income. If documentation consistent with
Board policy is lacking, report them as having
“unknown” income.

Determine a patient’s income relative to the 
Federal poverty guidelines. Use the Federal Poverty 
Guideline (FPL), which are revised annually. 

Principal Third-Party Medical Insurance 
Source, Lines 7-12 
This portion of the table provides data on patients 
classified by their age and the primary source of 
insurance for medical care. Note that there is no 
“unknown” insurance classification on this table— 
obtain medical insurance information from all 
patients to maximize third-party payments. 

• Report the primary medical insurance the patient
had at the time of their last visit regardless of
whether or not that insurance was billed for or
paid for any or all of the visit services. (Do not
report other forms of insurance such as dental or
vision coverage.)

• Patients are divided into two age groups: 0–17
(Column A) and age 18 and older (Column B)
based on their age on June 30.

• Primary patient medical insurance is classified
into seven types shown below.

• In rare instances, a patient may have insurance
that the health center cannot or does not bill.
In these instances, report the patient as being
insured and report the type of insurance.

• Note: that states often rename federal programs,
especially the State Children’s Health Insurance
Program [S-CHIP], Medicaid, Early Periodic
Screening Detection and Treatment [EPSDT],
Breast and Cervical Cancer Control program
[BCCCP], and Title X [Title Ten].

https://aspe.hhs.gov/poverty-guidelines
https://aspe.hhs.gov/poverty-guidelines
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Uninsured (Line 7) 

Count patients who did not have medical insurance 
at the time of their last visit on Line 7. This may 
include patients whose visit was paid for by a 
third-party source that was not an insurance, such 
as EPSDT, BCCCP, Title X, or some state or local 
safety net or indigent care programs. Do not count 
patients as uninsured if their medical insurance did 
not pay for their visit. Some examples follow: 

• Classify a patient with Medicare who was seen for 
a dental visit that was not paid for by Medicare as 
having Medicare for this table. 

• Report a patient with Private insurance that has a 
$2,000 deductible who had not yet reached that 
deductible as a Private insurance patient. 

• Classify a Medicaid patient who is assigned to 
another provider such that the health center 
cannot bill Medicaid for the visit as having 
Medicaid. 

• Children seen in a school-based program who 
do not know their parent’s health insurance 
status must obtain that information if they are 
to be included in the count of patients. The only 
exception is for a student seeking minor-consent 
service permitted in the state, such as family 
planning or mental health services, in which 
case record the minor child’s status as uninsured 
if they do not have access to the parent’s 
information. (Note that a minor receiving these 
same services with parental consent must be 
reported under the parent’s insurance.) 

• Presume a patient with Medicaid, Private, or 
Other Public dental insurance to have the same 
kind of medical insurance. If a patient does not 
have dental insurance, you may not assume that 
they are uninsured for medical care. Instead, 
obtain this information from the patient. 

• Obtain the coverage information of patients 

in facilities such as residential drug programs, 
college dorms, and military barracks, (but not 
correctional facilities), and do not assume them to 
be uninsured. 

• Note: Patients served in correctional facilities may 
be classified as uninsured unless they have some 
form of insurance such as Medicaid or Medicare, 
whether seen in the correctional facility or at the 
health center. 

Medicaid (Line 8a) 
Report patients covered by state-run program 
operating under the guidelines of Titles XIX and 
XXI (as appropriate) of the Social Security Act as 
Medicaid. 

• Include Medicaid programs called by state-
specific names (e.g., California’s “Medi-Cal” 
program) and “state-only” programs covering 
individuals who are ineligible for Federal 
matching funds (e.g., general assistance 
recipients, children, pregnant women). 

• Report patients enrolled in both Medicaid and 
Medicare as Medicare and Dually Eligible, on lines 
9 and 9a, not on Line 8a. 

• Note: Report patients who are enrolled in 
Medicaid but receive services through a private 
managed care plan that contracts with the state 
Medicaid Agency as “Medicaid,” not as privately 
insured. 

CHIP-Medicaid (Line 8b) 
Report patients covered by the Children’s Health 
Insurance Program Reauthorization Act (CHIP-RA) 
and provided through the state’s Medicaid program 
as CHIP-Medicaid. 

• In states that make use of Medicaid to handle 
the CHIP program; it is sometimes difficult or 
even impossible to distinguish between “regular 
Medicaid” and “CHIP-Medicaid.” In other states, 
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the distinction is readily apparent (e.g., they may 
have different appearing cards). Even where 
it is not obvious, CHIP patients may still be 
identifiable from a “plan” code or some other 
embedded code in the membership number. 
This may also vary from county to county within 
a state. Obtain information from the state and/or 
county on their coding practice. 

• If there is no way to distinguish between regular
Medicaid and CHIP Medicaid, classify all covered
patients as “regular” Medicaid (Line 8a).

Medicare (Line 9) 
Report patients covered by the Federal insurance 
program for the aged, blind, and disabled (Title 
XVIII of the Social Security Act) as Medicare. 

• Report patients who have Medicare and Medicaid
(“dually eligible”) or Medicare and a private
(“MediGap”) insurance as Medicare on line 9.

• In addition, report those who have both Medicare
and Medicaid (but not those with MediGap
insurance) as Dually Eligible, on line 9a (see
below).

• Count patients enrolled in “Medicare Advantage”
products as Medicare on line 9, though they may
have their services paid for by a private insurance
company.

• A Medicare-enrolled patient who is still working
and insured by both an employer-based plan and
Medicare will have an employer-based insurance
plan, which is billed first.

Dually Eligible Medicare and Medicaid (Line 9a) 
Report patients with both Medicare and Medicaid 
insurance as Dually Eligible on line 9a. 

• This line is a subset of line 9 (Medicare) and
patients who are dually eligible are to be reported
on line 9a and included in the total on line 9,
Medicare.

• Do not include MediGap enrollees on line 9a.
Report them only on line 9.

Other Public Insurance (Line 10a) 
Report state and/or local government programs, 
such as Washington’s Basic Health Plan or 
Massachusetts’ Commonwealth plan, which provide 
a broad set of benefits for eligible individuals and 
include public paid or subsidized private insurance 
not listed elsewhere on line 10a. 

• Classify Medicaid expansion programs using
Medicaid funds to help patients purchase their
insurance through exchanges as Medicaid (line
8a) if it is possible to identify them. Otherwise,
report them as Private (line 11).

• Do not include any CHIP, Medicaid, or Medicare
patients on Line 10a.

• Do not include uninsured individuals whose visit
may be covered by a public source with limited
benefits, such as the Early Prevention, Screening,
Detection, and Treatment (EPSDT) program, the
Breast and Cervical Cancer Control Program
(BCCCP), AIDS Drug Assistance Program (ADAP)
providing pharmaceutical coverage for HIV
patients, etc.

• In addition, do not include persons covered by
workers’ compensation here because this is not
health insurance for the patient—it is liability
insurance for the employer.
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Other Public (CHIP) (Line 10b) 
In those states where CHIP is contracted through 
a private third-party payer, classify participants as 
“other public-CHIP” (Line 10b), not as private. 

• CHIP programs that are run through the private
sector, are often covered through health
maintenance organizations (HMOs). The coverage
may appear to be a private insurance plan (such
as Blue Cross/Blue Shield) but is funded through
CHIP and counted on Line 10b.

• Include CHIP patients who are on plans
administered by Medicaid Coordinated Care
Organizations here on Line 10b.

• Do not include patients who have insurance
through the state insurance exchange here
regardless of whether or not their premium cost
is subsidized in whole or in part.

Private Insurance (Line 11) 
Report patients with health insurance provided by 
commercial and not-for-profit companies as Private 
on line 11. 

• Individuals may obtain insurance through
employers or on their own.

• Include patients who purchase insurance through
the federal or state exchanges here.

• In states making use of Medicaid expansion
to support the purchase of insurance through
exchanges, report patients covered under these
plans as Medicaid, line 8a. Report patients who
are not identifiable as Medicaid patients as Private
on line 11.

• Private insurance includes insurance purchased
for public employees or retirees, such as Tricare,
Trigon, or the Federal Employees Benefits
Program.

Managed Care Utilization, Lines 13a-13c 
This part of table 4 provides data on managed care 

enrollment during the calendar year and specifically 
reports on patient member months in managed 
care plans. 

• Do not report in this section enrollees in Primary
Care Case Management (PCCM) programs or
the Centers for Medicare and Medicaid Services
(CMS) patient-centered medical home (PCMH)
Demonstration grants or other third-party plans
which pay a small monthly fee (usually $5 or less
per member per month) to “manage” patient care.

• Do not include managed care enrollees whose
capitation or enrollment is limited to behavioral
health or dental services only, though an enrollee
who has medical and dental, for example, is
counted.

Member Months 
A member month is defined as one member being 
enrolled in a managed care plan for one month. 
An individual who is a member of a plan for a full 
year generates 12 member months; a family of 
five enrolled for six months generates 30 member 
months (5 × 6); etc. Member month information is 
most often obtained from monthly enrollment lists 
generally supplied by managed care companies 
to their providers. Health centers should always 
save these documents and, in the event they have 
not been saved, should request duplicates early to 
permit timely filing of the UDS report. 

If patients are enrolled in a managed care program 
that permits them to receive care from any of a 
number of providers, including providers other 
than the health center and its clinicians, this is not 
to be considered managed care, and no member 
months are reported in this situation. 
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It would be unusual (although not impossible) for 
the number of member months for any one payer 
(e.g., Medicaid) to exceed 12 times the number of 
patients reported on the corresponding insurance 
line above (for example, Medicaid, line 8). As a 
rule, there is a relationship between the member 
months reported on lines 13a and 13b and the 
insured persons on lines 7 through 11. 

Note: It is possible for an individual to be enrolled 
in a managed care plan, assigned to a health 
center, and yet never seen or not seen during 
the calendar year. The member months for 
such individuals are still to be reported in this 
section. This is the only place in the UDS where 
an individual may be reported who is not being 
counted as a patient. 

Member Months for Managed Care (Capitated) 
(Line 13a): Enter the total capitated member 
months by source of payment. This is derived by 
adding the total enrollment reported from each 
capitated plan for each month. 

◦ A patient is in a capitated plan if the contract 
between the health center and the HMO, 
Accountable Care Organization (ACO), or 
other similar plans stipulates that for a flat 
payment per month, the health center will 
provide that patient all the services on a 
negotiated list. (Oregon programs should 
include enrollees in coordinated care 
organizations [CCOs] on this line.) 

◦ This usually includes, at a minimum, all 
office visits. 

◦ Payments are received (and reported on 
Table 9D) regardless of whether any service 

is rendered to the patient in that particular 
month. The capitated member months 
reported on Line 13a relate to the net 
capitated income reported on Table 9D on 
Lines 2a, 5a, 8a, and/or 11a. 

Member Months for Managed Care (Fee-for-Service) 
(Line 13b): Enter the total fee-for-service member 
months by source of payment. 

◦ A fee-for-service member month is defined 
as one patient being assigned to a health 
center or health center service delivery 
provider for one month, during which time 
the patient may receive basic primary care 
services only from the health center but for 
whom the services are paid on a fee-for-
service basis. 

◦ It is common for patients to have their 
primary care covered by capitation, but 
other services, such as behavioral health 
or pharmacy, are paid separately on a fee-
for-service basis as a “carve out” in addition 
to the capitation. Do not include member 
months for individuals who receive “carved-
out” services under a fee-for-service 
arrangement on line 13b if those individuals 
have already been counted for the same 
month as a capitated member on line 13a. 

◦ There is a relationship between the fee-for-
service member months reported on line 
13b and the income reported on Table 9D on 
lines 2b, 5b, 8b, and/or 11b. 

Total Member Months (Line 13c): Enter the total of 
Lines 13a + 13b. 

Targeted Special Populations, Lines 14-
26 
This section asks for a count of patients from 
targeted special populations, including persons who 
are homeless, migratory and seasonal agricultural 
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workers and their family members, patients 
who are served by school based health centers, 
patients served at or a health center located in or 
immediately accessible to a public housing site, and 
patients who are veterans. Grantees who receive 
targeted funding for section 330 (h) - Health Care for 
the Homeless (HCH) and section 330(g) - Migrant 
Health Center (MHC) must also provide additional 
information on their agricultural employment and/ 
or housing characteristics. 

• All health centers report these populations,
regardless of whether or not they directly receive
special population funding.

• Housing status must be collected by HCH
grantees at the first visit of the year where the
patient was identified to be homeless.

• Migratory or seasonal agricultural workers status
must be verified at least every two years by MHC
grantees.

Migratory and Seasonal Agricultural Workers 
and their Family Members, Lines 14–16 
Report either on line 16 or on lines 14 and 15 the 
number of patients seen during the reporting 
period who were either migratory or seasonal 
agricultural workers, family members of migratory 
or seasonal agricultural workers, or aged or 
disabled former migratory agricultural workers (as 
described in the statute section 330(g)(1)(B)). Only 
health centers that receive section 330(g) - Migrant 
Health Center funding, provide separate totals for 
migratory and for seasonal agricultural workers on 
lines 14 and 15. For section 330(g) grantees, Lines 
14 + 15 = Line 16. All other health centers report on 
Line 16. 

Instructions for Reporting Migratory and Seasonal 
Agricultural Workers: 

• Migratory Agricultural Workers, Line 14: Report
patients whose principal employment is in

agriculture and who establish a temporary 
home for the purposes of such employment as 
a migratory agricultural worker, as defined by 
section 330(g) of the Public Health Service Act. 
Migratory agricultural workers are usually hired 
laborers who are paid piecework, hourly, or daily 
wages. Include patients who had such work as 
their principal employment within 24 months of 
their last visit, as well as their dependent family 
members who have also used the center. The 
family members may or may not move with the 
worker or establish a temporary home. Note 
that agricultural workers who leave a community 
to work elsewhere are classified as migratory 
workers in their home community, as are those 
who migrate to a community to work there. 

◦ Include Aged and Disabled Former Migratory 
Agricultural Workers, as defined in section 
330 (g)(1)(B). Aged and disabled former 
agricultural workers includes those who 
were previously migratory agricultural 
workers but who no longer work in 
agriculture because of age or disability and 
family members. 

• Seasonal Agricultural Workers, Line 15: Report
patients whose principal employment is in
agriculture on a seasonal basis (e.g., picking fruit
during the limited months of a picking season)
but who do not establish a temporary home for
purposes of employment. Seasonal agricultural
workers are usually hired laborers who are
paid piecework, hourly, or daily wages. Include
patients who have been so employed within 24
months of their last visit and their family members
who may be patients of the health center.

• Total Agricultural Workers or Dependents, Line
16: Report the number of patients seen who
were either migratory or seasonal agricultural
workers, family members of migratory or seasonal
agricultural workers, or aged or disabled former
migratory agricultural workers.
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For both categories of workers, report patients who 
meet the definition of agriculture farming in all its 
branches, as defined by the Office of Management 
and Budget (OMB) - developed North American 
Industry Classification System (NAICS), and include 
seasonal workers included in the following codes 
and all sub-codes within: 111, 112, 1151, and 1152. 

Homeless Patients, Lines 17-23 
All health centers are to report the total number of 
patients, known to have been homeless at the time 
of any service provided during the reporting period, 
on lines 17 – 22 or on line 23. Only health centers 
receiving section 330(h) - Homeless Health Center 
(HCH) funding provide separate totals for patients 
by housing location on lines 17 - 22. 

Homeless: Report patients who lack housing 
(without regard to whether the individual is a 
member of a family) as homeless. Include patients 
whose primary residence during the night is a 
supervised public or private facility that provides 
temporary living accommodations and patients 
who reside in transitional housing or permanent 
supportive housing. 

HCH grantees will provide separate totals 
for homeless patients by the type of shelter 
arrangement the patient had when they were 
first encountered during the reporting year. The 
following applies when categorizing patients for 
Lines 17 through 22: 

• Report the patient’s shelter arrangement as of
the first visit during the reporting period. This is
normally assumed to be where the person was
housed the prior night.

• Report persons who spent the prior night
incarcerated, in an institutional treatment
program (mental health, substance abuse, etc.) or
in a hospital based on where they intend to spend
the night after their visit/release. If they do not
know, report them on Line 20, Street.

• Patients currently residing in a jail or an
institutional treatment program are not
considered homeless until they are released to
the street with no housing arrangement.

• Line 17 – Shelter: Report patients who are living
in an organized shelter for homeless persons at
the time of their first visit. Shelters that generally
provide for meals as well as a place to sleep are
seen as temporary and often have a limit on the
number of days or the hours of the day that a
resident may stay at the shelter.

• Line 18 – Transitional Housing: Transitional housing
units are generally small units (six persons is
common) where persons who leave a shelter
are provided extended housing stays – generally
between six months and two years – in a service
rich environment. Transitional housing provides
a greater level of independence than traditional
shelters and may require the resident to pay some
or all the rent, participate in the maintenance of
the facility and/or cook their own meals. Count
only those persons who are “transitioning” from
a homeless environment. Do not include those
who are transitioning from jail, an institutional
treatment program, the military, schools, or other
institutions.

• Line 19 – Doubled Up: Count patients who
are living with others as ‘doubled up’. The
arrangement is generally considered to be
temporary and unstable, though a patient may
live in a succession of such arrangements over
a protracted period of time. Do not count the
person who invites a homeless person to stay in
their home for the night as homeless.

• Line 20 – Street: Include patients who are
living outdoors, in a car, in an encampment, in
makeshift housing/shelter, or in other places
generally not deemed safe or fit for human
occupancy in this category.

https://www.census.gov/eos/www/naics/
https://www.census.gov/eos/www/naics/
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• Line 21 – Other: Report previously homeless
patients who were housed when first seen, but
who were still eligible for the program. HCH-
funded programs may continue to serve patients
who are no longer homeless as a result of
becoming residents of permanent housing for 12
months after their last visit as homeless. Include
them in this category. Classify patients who reside
in single room occupancy (SRO) hotels or motels,
patients who reside in other day-to-day paid
housing, and residents of permanent supportive
housing or other housing programs that are
targeted to homeless populations as “other” on
Line 21.

• Line 22 – Unknown: Report patients known
to be homeless, but with no known housing
arrangement in this category.

• Line 23 – Total Homeless: Report the total number
of patients, known to have been homeless at the
time of any service provided during the reporting
period.

School-Based Health Center Patients, Line 24 
All health centers that identified a school-based 
health center as a service delivery site in their scope 
of project (grant or designation) are to report the 
total number of patients who received primary 
health care services at the approved school service 
delivery site(s). 

• Count patients served at in-scope school-based
health centers located on or near school grounds,
including pre-school, kindergarten, and primary
through secondary schools, that provides on-site
comprehensive preventive and primary health
services.

• Services are targeted to the students at the
school, but may also be provided to their
children, siblings, or parents and may occasionally
include persons residing in the immediate vicinity
of the school.

• Do not include students who receive screening
services or mass treatment, such as vaccinations
or fluoride treatments at a school, as patients.

Veterans, Line 25 
All health centers report the total number of 
patients served who have been discharged from 
the uniformed services of the United States. This 
element is to be included in the patient information/ 
intake form at each center. 

• Report only those who affirmatively indicate they
are veterans.

• Do not count persons who do not respond or
who have no information, regardless of other
indicators.

• Persons, who are still in the uniform services,
including soldiers on leave and National Guard
members not on active duty, are not considered
veterans.

• Do not count veterans of other nations’ military,
even if they served in wars in which the United
States was also involved.

• This category is not exclusive and an individual
who is classified as a homeless patient (for
example) can also be classified as a veteran.

Total Patients Served at a Health Center Site 
Located In or Immediately Accessible to a Public 
Housing Site, Line 26 
All health centers are to report all patients seen at 
a site that is located in or immediately accessible 
to public housing, regardless of whether or not 
the patients are residents of public housing or the 
health center receives funding under section 330(i) - 
Public Housing Primary Care (PHPC). 

• Count patients on this line if they are served
at health center sites that meet the statutory
definition of PHPC (located in or immediately



R E P O R T I N G  I N S T R U C T I O N S  F O R  2 0 1 7  H E A LT H  C E N T E R  D A T A

42 2017 UDS MANUAL – Bureau of Primary Health Care   

 

 

 

accessible to public housing) regardless of 
whether the health center site receives PHPC 
funding and regardless of whether or not the 
patient actually lives in public housing (location-
based reporting). 

• This is the only field in the UDS Report that
requires you to provide a count of all patients based
on the health centers proximity to public housing.
This means that you are to report all patients
seen at the health center site if it is located in or
is immediately accessible to agency-developed,
owned, or assisted low-income housing, including
mixed finance projects.

◦ Exclude from the count housing units with 
no public housing agency support other 
than section 8 housing vouchers. 

For health centers that are multi-funded, including 
a Public Housing grant, on the Grant Report do not 
report a number greater than the count of patients 
served in that program. 

Additional information is available to clarify 
reporting. View FAQs for Table 4. 
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Table 4: Selected Patient Characteristics 
Reporting Period: January 1, 2017, through December 31, 2017 

Line Income as Percent of Poverty Guideline 
Number of Patients 

(a) 

1. 100% and below <blank for demonstration> 
2. 101–150% <blank for demonstration> 
3. 151–200% <blank for demonstration> 
4 Over 200% <blank for demonstration> 
5. Unknown <blank for demonstration> 
6. TOTAL (Sum Lines 1–5) <blank for demonstration> 

Line Principal Third Party Medical Insurance 
0-17 years old

(a) 
18 and older 

(b) 

7. None/Uninsured 
8a. Regular Medicaid (Title XIX) 
8b. CHIP Medicaid 
8. Total Medicaid (Line 8a + 8b) 
9a. Dually Eligible (Medicare and Medicaid) 

9. 
Medicare (Inclusive of dually eligible and other 

Title XVIII beneficiaries) 
10a. Other Public Insurance Non-CHIP (specify:) 
10b. Other Public Insurance CHIP 
10. Total Public Insurance (Line 10a + 10b) 
11. Private Insurance 
12. TOTAL (Sum Lines 7 + 8 + 9 +10 +11) 

Line 
Managed Care Utilization 
Payer Category 

Medicaid 
(a) 

Medicare 
(b) 

Other Public 
Including Non-
Medicaid CHIP 

(c) 

Private 
(d) 

TOTAL 
(e) 

13a. Capitated Member months 
13b. Fee-for-service Member months 

13c. 
Total Member months 
(Sum Lines 13a + 13b) 
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Table 4: Selected Patient Characteristics (continued) 
Reporting Period: January 1, 2017, through December 31, 2017 

Line Special Populations 
Number of Patients 

(a) 

14. Migratory (330g grantees only) <blank for demonstration> 
15. Seasonal (330g grantees only) <blank for demonstration> 

16. 
Total Agricultural Workers or Dependents 

(All Health Centers Report This Line) 
<blank for demonstration> 

17. Homeless Shelter (330h grantees only) <blank for demonstration> 
18. Transitional (330h grantees only) <blank for demonstration> 
19. Doubling Up (330h grantees only) 
20. Street (330h grantees only) 
21. Other (330h grantees only) 
22. Unknown (330h grantees only) 
23. Total Homeless (All Health Centers Report This Line) 

24. 
Total School-Based Health Center Patients 

(All Health Centers Report This Line) 
25. Total Veterans (All Health Centers Report This Line) 

26. 
Total Patients Served at a Health Center Located In or Immediately 

Accessible to a Public Housing Site 
(All Health Centers Report This Line) 
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Instructions for Table 5: Staffing and Utilization 

This table provides a profile of health center staff 
(Column A), the number of visits they render 
(Column B), and the number of patients served in 
each service category (Column C). Column C is 
designed to report the number of unduplicated 
patients within each of seven service categories: 

• Medical

• Dental

• Mental health

• Substance abuse

• Vision

• Other professional

• Enabling

The patient count will often involve duplication 
across service categories, though it is unduplicated 
within service categories. This is unlike Tables 3A, 
3B, and 4 where an unduplicated count of patients is 
reported. 

The staffing information in Table 5 is designed to 
be compatible with approaches used to describe 
staff for financial reporting while ensuring adequate 
detail on staff categories for program planning and 
evaluation purposes. 

Staffing data are reported only on the Universal 
table, not the Grant Report tables. Grant Reports 
provide data on patients served in whole or in 
part with section 330 (h) - Health Care for the 
Homeless, section 330(g) - Migrant Health Center, 
and/or section 330(i) – Public Housing Primary Care 
funding and the visits that they had during the year. 
This includes all visits supported with either grant 
or non-grant funds. 

Staff Full-Time Equivalents (FTEs), 
Column A 
Table 5 includes FTE staffing information on all 
individuals who work in programs and activities 
that are within the scope of the project for all sites 
covered by the UDS. Report all staff in terms of 
annualized FTEs. 

Staff may provide services on behalf of the health 
center under many different arrangements, 
including but not limited to salaried full-time, 
salaried part-time, hourly wages, National Health 
Service Corps assignment, under contract, or 
donated time. 

FTEs reported on Table 5 Column A include paid 
staff, volunteers, contracted personnel (paid based 
on worked hours or FTE), interns, residents, and 
preceptors. 

Do not count individuals who are paid by the health 
center on a fee-for-service basis only in the FTE 
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column, because there is no basis for determining 
their hours. Their visits are still reported in Column 
B and the patients who received services are 
reported in Column C. 

The following describe the basis for determining 
someone’s employment status for purposes of 
reporting on FTEs: 

• One full-time equivalent (FTE = 1.0) describes
staff who individually or as a group worked the
equivalent of full-time for one year. Each health
center defines the number of hours for “full-time”
work and may define it differently for different
positions.

• The full-time equivalent is based on employment
contracts for clinicians and other exempt
employees. For example, a physician hired as a
full-time employee who is only required to work
nine four-hour sessions (36 hours) per week is
full-time. Similarly, clinicians may routinely stay
late in the clinic or see hospitalized patients
before or after normal work days, but would still
be considered to be 1.0 FTE.

• In some health centers, different positions
have different time expectations. Positions with
different time expectations, especially clinicians,
should be calculated on whatever they have as a
base for that position. For example, if physicians
work 36 hours per week, 36 hours would be
considered 1.0 FTE. An 18 hour per week physician
would be considered as 0.5 FTE regardless of
whether other employees work 40-hour weeks.

• For exempt staff working fewer than 40 hours a
week, their FTE can often be determined by their
benefits status. If they get full-time benefits (e.g.,
eight hours pay for New Year’s Day), then they
would be considered full-time. For non-exempt
employees, an FTE is calculated based on paid
hours. FTEs are adjusted for part-time work or for
part-year employment. For example, in a health

center that has a 40-hour work week (2,080 hours/ 
year), a person who works 20 hours per week (i.e., 
50 percent time) is reported as 0.5 FTE. 

• An FTE is also based on the part of the year that
the employee works. Report an employee who
works full-time for four months out of the year as
0.33 FTE (4 months ÷ 12 months).

Allocate all staff time by function among the major 
service categories listed. For example, a full-time 
nurse who works solely in the provision of direct 
medical services would be counted as 1.0 FTE 
on Line 11 (nurses). If that nurse provided case 
management services during 10 dedicated hours 
per week and provided medical care services for 
the other 30 hours per week, the time would be 
allocated as 0.25 FTE case manager (Line 24) and 
0.75 FTE nurse (Line 11). Do not, however, attempt 
to parse out the components of an interaction. The 
nurse who handles a referral after a visit as a part 
of that visit would not be allocated out of nursing. 
The nurse who collects vitals on a patient, who is 
then placed in the exam room, and later provides 
instructions on wound care, for example, would 
not have a portion of the time counted as health 
education – it is all a part of nursing. 

Count an individual who is hired as a full-time 
clinician as 1.0 FTE regardless of the number of 
direct patient care or face-to-face hours they 
provide. Providers who have released time to 
compensate for on-call hours or who receive paid 
leave for continuing education or other reasons are 
still considered full-time if that is how they were 
hired. (Similarly, do not count providers who are 
routinely required to work more than 40 hours per 
week as more than 1.0 FTE.) Count the time spent 
by providers performing tasks in what could be 
considered non-clinical activities, such as charting, 
reviewing labs, filling or renewing prescriptions, 
returning phone calls, arranging for referrals, 
participating in quality improvement (QI) activities, 
supervising nurses, etc., as part of their overall 
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medical care services time and not in a non-clinical 
support category. 

The one exception to this rule is when a Chief 
Medical Officer/Medical Director is engaged in 
non-clinical activities at the corporate level (e.g., 
attending Board of Directors or senior management 
meetings, advocating for the health center 
before the city council or Congress, writing grant 
applications, participating in labor negotiations, 
negotiating fees with insurance companies), in 
which case time can be allocated to the non-clinical 
support services category. This does not, however, 
include non-clinical activities in the medical area, 
such as supervising the clinical staff, chairing or 
attending clinical meetings, or writing clinical 
protocols. 

Staff by Major Service Category 
Staff members are distributed into categories that 
reflect the types of services they provide as an 
independent provider. Whenever possible, the 
contents of major service categories have been 
defined to be consistent with definitions used by 
Medicare. The following summarizes the personnel 
categories; a more detailed, though not exhaustive, 
list appears in Appendix A. 

Medical Care Services (Lines 1-15) 

• Physicians (Lines 1–7): Report medical
doctors (MDs) and doctors of osteopathic
medicine (DOs), including licensed
residents on lines 1-7. Do not report
psychiatrists, ophthalmologists, pathologists,
and radiologists here. They are separately
reported on Lines 20a, 22a, 13, and 14,
respectively. Report licensed interns and
residents on the line designated for the
specialty designation they are working
toward and credited with their own visits.
(Thus, count a family practice intern as a
family physician on Line 1.) Do not count
naturopaths, acupuncturists, community

health aides/practitioners, and chiropractors 
on these lines. Report these providers on 
Line 22 as Other Professionals. 

• Nurse Practitioners (Line 9a): Report nurse
practitioners (NPs) and advanced practice
nurses (APNs) here. Do not include
psychiatric nurse practitioners who are
included on Line 20b, Other Licensed
Mental Health Providers, and certified nurse
midwives (CNMs) who are reported on line
10.

• Physician Assistants (Line 9b)

• Certified Nurse Midwives (Line 10)

• Nurses (Line 11): Report registered nurses,
licensed practical and vocational nurses,
home health and visiting nurses, clinical
nurse specialists, and public health nurses

• Other Medical Personnel (Line 12): Report
medical assistants, nurses’ aides, and all
other personnel, including unlicensed
interns or residents, providing services in
conjunction with services provided by a
physician, NP, PA, CNM, or nurse.

Other medical personnel considerations:

◦ Do not report staff dedicated to quality
improvement or HIT/EHR informatics 
here. Report them on line 29b, Quality 
Improvement Staff.  

◦ Do not report medical records and 
patient support staff here. Report them 
on Line 32, Patient Support Staff. 

• Laboratory Personnel (Line 13): Report
pathologists, medical technologists,
laboratory technicians and assistants,
phlebotomists. Some or all of the time of
licensed nurses may be in this category if
they are delegated to this responsibility, but
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none of the time of a physician should be 
included here. 

• X-ray Personnel (Line 14): Report radiologists,
X-ray technologists, and X-ray technicians.
Physician time would not be included here
even if they were taking X-rays or performing
sonograms.

Dental Services (Lines 16-19) 

• Dentists (Line 16): Report general
practitioners, oral surgeons, periodontists,
and endodontists providing prevention,
assessment, or treatment of a dental
problem, including restoration. Note: Do not
classify dental therapists here— report them
on Line 17a, Dental Therapists.

• Dental Hygienists (Line 17)

• Dental Therapists (Line 17a): Only some
states license dental therapists. Classify
staff to this line based on state licensing and
function.

• Other Dental Personnel (Line 18): Report
dental assistants, aides, and technicians.

Behavioral Health Services 

The term “behavioral health” is synonymous 
with the prevention or treatment of mental 
health and substance abuse disorders. All visits, 
providers, and costs classified by health centers as 
“behavioral health” visits must be parsed out into 
mental health or substance abuse. Centers may 
choose to identify all services as Mental Health 
Services. 

Mental Health Services 

Mental health services include psychiatric, 
psychological, psychosocial or crisis intervention 
services. 

• Psychiatrists (Line 20a)

• Licensed Clinical Psychologists (Line 20a1)

• Licensed Clinical Social Workers (Line 20a2)

• Other Licensed Mental Health Providers (Line
20b): Report other licensed mental health
providers, including psychiatric social
workers, psychiatric nurse practitioners,
family therapists, and other licensed Master’s
Degree-prepared clinicians.

• Other Mental Health Staff (Line 20c): Report
unlicensed individuals, including “certified”
individuals, who provide counseling,
treatment, or support to mental health
providers.

Mental health service personnel considerations: 

◦ Unlicensed interns or residents in any 
of the professions listed on Lines 20a 
through 20b are counted on Line 20c, 
unless they possess a separate license 
that they are practicing under. (Thus, a 
licensed clinical social worker (LCSW) 
doing a psychology internship must be 
counted on the LCSW Line 20a2 until a 
license is received as a Psychologist.) 

Substance Abuse Services (Line 21) 

Report individuals who provide substance abuse 
services, including substance abuse workers, 
psychiatric nurses, psychiatric social workers, 
mental health nurses, clinical psychologists, 
clinical social workers, family therapists, and 
other individuals providing alcohol or drug abuse 
counseling and/or treatment services. 

Substance abuse service personnel 
considerations: 

◦ Neither licenses nor credentials are 
required by the UDS – each center will 
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credential its own providers according to 
its own standards. 

◦ Keep medical providers treating patients 
with substance use diagnoses on Lines 1 
through 10. 

◦ Do not include physicians, nurse 
practioners, or physician assistants who 
obtained a Drug Addiction Treatment Act 
of 2000 (DATA) waiver to treat opioid use 
disorder with medications (medication-
assisted treatment [MAT]) specifically 
approved by the U.S. Food and Drug 
Administration (FDA) here. Include MAT 
on Lines 1-9b (if medical), Line 20a for 
psychiatrist, or Line 20b for psychiatric 
nurse practitioner. 

Other Professional Health Services (Line 22) 

Report individuals who provide other professional 
health services including a broad array of 
providers of care. Some common professions 
include occupational, speech, and physical 
therapists, registered dieticians, nutritionists, 
podiatrists, naturopaths, chiropractors, 
acupuncturists, and community health aides and 
practitioners. (A more complete list is included in 
Appendix A.) 

Other professional health personnel 
considerations: 

◦ These professionals are usually, but 
not always, licensed by some entity.  
They are also generally credentialed 
and privileged by the health center’s 
governing board. 

◦ Report WIC nutritionists and other 
professionals working in WIC programs 
on Line 29a, Other Programs and Services 
Staff. 

Vision Services (Lines 22a-22d) 

Report providers who perform eye exams for the 
purpose of early detection, care, treatment, and 
prevention for those with eye disease or issues 
that relate to chronic diseases such as diabetes, 
hypertension, thyroid disease, and arthritis, or for 
the prescription of corrective lenses. 

• Ophthalmologists (Line 22a): Report medical 
doctors specializing in medical and surgical 
eye problems 

• Optometrists (Line 22b): Report optometrists 
(OD) 

• Other Vision Care Staff (Line 22c): Report 
ophthalmologist and optometric assistants, 
aides, and technicians. 

Pharmacy Services (Line 23) 

Report pharmacists (including clinical 
pharmacists), pharmacy technicians, pharmacist 
assistants, and others supporting pharmaceutical 
services. 

Pharmacy services considerations: 

◦ Do not report the time (and cost) of 
individuals spending all or part of their 
time in assisting patients to apply for free 
drugs from pharmaceutical companies 
(pharmacy assistance programs [PAP]) 
here. Report them under “Eligibility 
Assistance Workers,” on Line 27a. 
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◦ Allocate an individual employee 
who works as a pharmacy assistant 
(for example) and also provides PAP 
enrollment assistance by time spent in 
each category. 

◦ Report clinical pharmacists on Line 23. 
Do not allocate to other clinical or non-
clinical lines. 

Enabling Services (Lines 24-29) 

• Case Managers (Line 24): Report staff who
assist patients in the management of
their health and social needs, including
assessment of patient medical and/or social
service needs, establishment of service
plans, and maintenance of referral, tracking,
and follow-up systems. Case managers
may, at times, provide health education
and/or eligibility assistance in the course
of their case management functions.
Include individuals who are trained as, and
specifically called, Case Managers, as well
as individuals called Care Coordinators,
Referral Coordinators, and other local titles.

• Patient and Community Education Specialists
(Line 25): Report health educators, with or
without specific degrees in this area.

• Outreach Workers (Line 26): Report
individuals conducting case finding,
education, or other services to identify
potential patients or clients and/or facilitate
access or referral of potential health center
patients to available health center services.

• Transportation Workers (Line 27): Report
individuals who provide transportation
for patients (van drivers) or arrange for
transportation, including persons who
provide for long distance transportation to
major cities in some extremely remote clinic
locations.

• Eligibility Assistance Workers (Line 27a):
Report staff who provide assistance in
securing access to available health, social
service, pharmacy, and other assistance
programs, including Medicaid, Medicare,
WIC, supplemental security income (SSI),
food stamps through the Supplemental
Nutrition Assistance Program (SNAP),
Temporary Assistance for Needy Families
(TANF), Pharmacy Assistance Programs
(PAPs), and related assistance programs, as
well as staff hired under the HRSA Outreach
and Enrollment grants.

• Interpretation Staff (Line 27b): Report
staff whose full-time or dedicated time is
devoted to translation and/or interpretation
services. Do not include that portion of the
time of a nurse, medical assistant, or other
support staff who provides interpretation
or translation during the course of his/her
other activities.

• Community Health Workers (Line 27c): Report
lay members of communities who work in
association with the local health care system
in both urban and rural environments
and usually share ethnicity, language,
socioeconomic status, and life experiences
with the community members they serve.
Staff may be called community health
workers, community health advisors, lay
health advocates, promotoras, community
health representatives, peer health
promoters, or peer health educators.

Community health worker considerations:

◦ They may perform some or all of the
tasks of other enabling services workers. 

◦ Do not include individuals better 
classified under other categories, 
including Other Medical Personnel (Line 
12) or Other Dental Personnel (Line 18).
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• Personnel Performing Other Enabling Service
Activities (Line 28): Report all other staff
performing enabling services not described
above.

Other enabling services considerations:

◦ Do not use enabling services, and
especially “Other Enabling Services” 
(Line 28), as a catchall, all-inclusive 
category for services that are not 
included on other lines. Often, such 
services belong on Line 29a (Other 
Programs and Related Services) or are 
services that are not separately reported 
on the UDS. 

◦ If a service does not fit the strict 
descriptions for Lines 24 through 27b, 
its inclusion on Line 28 must include a 
clear detailed statement of what is being 
reported; complete the “specify” field to 
describe what these staff are doing. 

◦ Check such services with the UDS 
Support Center or UDS Reviewer prior to 
submission. 

Other Programs and Related Services Staff (Line 
29a) 

Some health centers, especially “umbrella 
agencies,” operate programs that although within 
their scope of service and often important to the 
overall health of their patients, are not directly a 
part of the listed medical, dental, behavioral, or 
other health services. Include WIC programs, job 
training programs, head start or early head start 
programs, shelters, housing programs, childcare, 
frail elderly support programs, adult day health 
care programs, fitness or exercise programs, 
public/retail pharmacies, etc. Use the “specify” 
field to describe what these staff members are 
doing. 

Quality Improvement Staff (Line 29b) 

Although quality improvement (QI) is a part of 
virtually all clinical and administrative roles, some 
individuals have specific responsibility for the 
design and oversight of quality improvement 
systems. Report individuals that spend all or 
a substantial portion of their time dedicated 
to these activities. They may have clinical, IT, 
or research backgrounds, and may include QI 
nurses, data specialists, statisticians, and health 
information technologies (HIT), including 
electronic health records (EHR) and electronic 
medical records (EMR), designers. 

Quality improvement staff considerations: 

◦ Do not include on this line the time of 
clinicians such as physicians or dentists 
who are involved in the QI process. Their 
time is to remain on the service delivery 
lines. 

◦ Report staff who support HIT to the 
extent that they are working with the QI 
system here. 

◦ Continue to report staff who document 
services in the HIT in the appropriate 
service category, not here. 

Non-Clinical Support Services (Line 30a-32) 

• Management and Support Staff (Line 30a):
Report management team including the
Chief Executive Officer, Chief Financial
Officer, Chief Information Officer, Chief
Medical Officer, Chief Operations Officer,
and Human Resources Director, as well
as other non-clinical support staff and
office support (secretaries, administrative
assistants, file clerks, etc.). In the case of
the Medical Director or other individuals
whose time is split between clinical and non-
clinical activities, report only that portion
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of their FTE corresponding to the corporate 
management function. (See limits on non-
clinical time above.) 

• Fiscal and Billing Staff (Line 30b): Report staff
performing accounting and billing functions
in support of health center operations for
services performed within the scope of
the program, excluding the Chief Financial
Officer (who is reported on Line 30a).

• IT Staff (Line 30c): Report technical
information, technology, and information
systems staff supporting the maintenance
and operation of the computing systems
that support functions performed within the
scope of the program.

Information technology (IT) staff
considerations:

◦ Report IT staff managing the hardware
and software of an HIT (including EHR/ 
EMR) system on Line 30c. 

◦ Report IT staff designing medical forms 
and conducting analysis of HIT data as 
part of the QI functions on Line 29b. 

◦ Include IT staff performing data entry 
as well as providing help-desk, training, 
and technical assistance functions as 
part of the other medical personnel or 
appropriate service category for which 
they perform these functions. 

• Facility Staff (Line 31): Report staff
with facility support and maintenance
responsibilities, including custodians,
housekeeping staff, security staff, and other
maintenance staff. Note: If facility functions
are contracted (e.g., janitorial services), do
not attempt to create an FTE. Show the costs
on the facility Line 14 on Table 8A.

• Patient Services Support Staff (Line 32): Report
intake staff, front desk staff, and medical/
patient records.

Note: The Non-Clinical category for this
report is more comprehensive than that
used in some other program definitions and
includes all personnel working in a health
center, whether that individual’s salary was
supported by the BPHC grant or other funds
included in the scope of project. Where
appropriate, and when identifiable, report
staff included in a health center’s federally
approved indirect cost rate here.

Clinic Visits, Column B 
Report documented face-to-face contact between 
a patient and a licensed or credentialed provider 
who exercises his/her independent, professional 
judgment in the provision of services to the patient 
as a visit. Report visits (including fee-for-service 
visits) that occurred during the reporting year 
rendered by salaried, contracted, or volunteer staff. 
Most visits reported in Column B will be provided 
by staff identified in Column A. (See the Definitions 
of Visits, Patients, and Providers section, for further 
details on the definition of visits). 

Visits purchased from non-staff providers on a 
fee-for-service basis 
Count these visits in this column, even though no 
corresponding FTEs are included in Column A. To 
count, the visit must meet the following criteria: 

• The service was provided to a patient of the
health center by a provider who is not part of
the health center’s staff (neither salaried, nor
contracted on the basis of time worked but
meeting the center’s credentialing policies),

• The service was paid for in full by the health
center, and

• The service otherwise meets the definition of a
visit.
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Do not include unpaid referrals, referrals where a 
third-party will make the payment (e.g., the patient’s 
insurance company), or referrals where only nominal 
amounts are paid although the negotiated payment 
may be less than the provider’s “usual, customary, 
and reasonable” rates. 

Visit Considerations 
Nurses, Line 11: 

◦ Services may be provided under standing 
orders of a medical provider under specific 
instructions from a previous visit or under 
the general supervision of a physician, NP, 
PA, or CNM who has no direct contact with 
the patient during the visit. These services 
must meet the requirement of exercising 
independent professional judgment. 

◦ Report nurse visits that meet all visit criteria. 
See Instructions for Visits. 

◦ Report triage services provided by nurses 
and visiting nurse services when a nurse 
sees patients independently in the patients’ 
homes to evaluate their condition.  

◦ Count visits charged and generally coded as 
99211 using Current Procedural Terminology.  

◦ Most states prohibit a licensed vocational 
nurse (LVN) or a licensed practical nurse 
(LPN) from exercising independent 
judgment; do not count visits for them. 

Other medical personnel, Line 12: 

◦ Do not count services provided by medical 
assistants, aides, or other non-nursing 
personnel here or as nursing visits on Line 
11. 

Dentists, dental hygienists, and dental therapists, 
Lines 16, 17, and 17a: 

◦ Report only one visit per patient per day, 
regardless of the number of clinicians who 
provide services or the volume of service 
(i.e., number of procedures) provided. 

◦ Do not count the application of dental 
varnishes, fluoride treatments, and dental 
screenings, absent other comprehensive 
dental services as a visit. 

◦ Do not credit services of dental students 
or anyone else other than a licensed 
dental provider with dental visits, even if 
these individuals are working under the 
supervision of a licensed dental provider. 

◦ Exception: Count the visits of a supervising 
dentist’s student (i.e., one who is overseeing 
dental students who are enrolled in a 
graduate education program leading 
to a license as a dentist) as long as the 
supervising dentist: 

• Has no other responsibilities, including
the supervision of other personnel at
the time services are furnished by the
students,

• Has primary responsibility for the
patients,

• Reviews the care furnished by the
students during or immediately after
each visit, and

• Documents the extent of their
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Instructions for Table 6A: Selected Diagnoses and 

This table is designed to provide data on selected 
diagnosis and selected services rendered. The data 
source is data maintained for billing purposes and/ 
or in HIT, including EHRs. Table 6A is not expected 
to reflect the full range of diagnoses and services 
rendered by a health center. The diagnoses and 
services selected represent those that are prevalent 
among Health Center Program patients, or that 
have been regarded as sentinel indicators of access 
to primary care or are of special interest to HRSA. 
Report diagnoses on this table that were made 
by a medical, dental, mental health, substance 
abuse, or vision provider only. For example, do not 
count a diagnosis for diabetes if a case manager or 
health educator sees a diabetic patient. However, 
if a physician shows the primary diagnosis as 
hypertension and the secondary diagnosis as 
diabetes, record the visit and the patient on both 
the line for hypertension and the line for diabetes.  

Visits and Patients, Column A and B 
Visits and Patients by Selected Diagnoses, Lines 
1–20d 
Lines 1 through 20d present the name and 
applicable International Classification of Diseases, 

Services Rendered 

Tenth Revision, Clinical Modification (ICD-10-CM) 
codes for the diagnosis or diagnostic range/group. 
Wherever possible, diagnoses have been grouped 
into code ranges. Report on all visits and patients 
where the provider-assigned diagnostic code is 
included in the range/group of ICD-10-CM codes 
shown. Report all diagnoses for the visit (primary, 
secondary, tertiary, etc.) if they are included in the 
range of codes listed. All visits are entered into an 
HIT/EHR or a clinic practice management/billing 
systems, with one diagnosis listed as primary and 
successive diagnoses listed as secondary, tertiary, 
etc. 

In Column A, report the total number of visits 
during the reporting period where the indicated 
diagnosis is listed in the HIT/EHR or visit/billing 
record. Do not report if a visit has a diagnosis that 
is among the many diagnoses not listed on Table 
6A. Count each diagnosis made at a visit on Lines 
1–20d regardless of the number of diagnoses listed 
for the visit. For example, count a patient visit with a 
primary diagnosis of hypertension once on Line 11 
and a secondary diagnosis of diabetes once on Line 
9. 

In Column B, report each individual who had one 
or more visits during the year that was reported in 
the corresponding Column A. Count a patient only 
once on any given line, regardless of the number of 
visits made for that specific diagnosis or family of 
diagnoses. Report patients with multiple diagnoses 
in Column B only once for each diagnosis used 
during the year. For example, count a patient with 
one or more visits with a diagnosis of hypertension 
and one or more visits with a diagnosis of diabetes 
once as a patient in Column B on both Lines 9 and 
11.
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